SUMMARY Ventricular tachycardia is unusual in infancy. Three infants are described in whom this arrhythmia was documented by electrophysiologic studies. The ability to start and terminate this rhythm by critically timed premature ventricular stimulation suggests a reentrant mechanism. All three patients have remained free of arrhythmias on oral propranolol therapy.
VENTRICULAR TACHYCARDIA is uncommon in childhood but is being reported more often.1 4 We recently studied three infants with no evidence of associated cardiac disease or systemic cause for the arrhythmia in whom ventricular tachycardia could be initiated and terminated by critically timed premature ventricular stimulation.
Case 1
A 3-month-old male was admitted to Children's Hospital Medical Center because of tachypnea. The infant was asymptomatic unil 2 days before admission, when his mother noted increased respiratory noise, effort and rate. His pediatrician noted a rapid heart rate and hepatomegaly and referred the child with a diagnosis of supraventricular tachycardia and heart failure. Examination revealed a 5.4-kg baby in moderate respiratory distress with a heart rate of 220 beats/min. Blood pressure was 70/40 mm Hg. He had a grade II/VI systolic ejection murmur at the left sternal edge. The liver edge was palpable 3 cm below the costal margin. He had no cyanosis or edema. Chest x-ray revealed mild cardiomegaly with clear lung fields. An ECG showed a ventricular rate of 215 beats/min. The QRS was of a right bundle branch block pattern with marked left-axis deviation. P waves were seen in leads 2 and 3 with a 1:1 relationship to the QRS complex ( fig. 1 ). The initial diagnostic impression was supraventricular tachycardia with aberrant conduction. The infant was treated with digoxin and propranolol, but had no change in rhythm.
Lidocaine, 1 mg/kg, was given intravenously as a bolus and repeated after 15 minutes, with no effect. Digitalis was withheld and DC cardioversion with 30 watt-sec (which exceeds our usual dosage of 1-2 wattsec/kg) was attempted twice, without interruption of the tachycardia. He was receiving no medication at the time of the intracardiac electrophysiologic study. Whether a change in the reentrant pathways responsible for perpetuation of tachycardia will occur with age will be of interest.
We emphasize that in wide QRS tachycardia in infancy, ventricular tachycardia must be strongly considered. If a diagnosis is not possible from the surface tracing and the patient's condition does not warrant immediate pharmacologic intervention or cardioversion, we recommend electrophysiologic studies that will elucidate the correct diagnosis, may be successful in terminating the tachycardia, and may provide valuable information about the mechanism of the tachycardia and its response to therapy.
